were not altogether immune to diphtheria. Epidemics in sucklings had been recorded by Siredey' in 1877 at the H6pital Lariboisiere and Hopital des Enfants Assist6s in Paris, by Schlichter in 1892,2 and by Riethe in 1897 3 at foundling hospitals in Vienna, and there were about a dozen sporadic cases in recent literature of diphtheria acquired by sucklings within the first two months of life. In many, but by no means all, of them the mother or other members of the same family had recently had diphtheria. In the present case the source of infection could not be determined.
were not altogether immune to diphtheria. Epidemics in sucklings had been recorded by Siredey' in 1877 at the H6pital Lariboisiere and Hopital des Enfants Assist6s in Paris, by Schlichter in 1892,2 and by Riethe in 1897 3 at foundling hospitals in Vienna, and there were about a dozen sporadic cases in recent literature of diphtheria acquired by sucklings within the first two months of life. In many, but by no means all, of them the mother or other members of the same family had recently had diphtheria. In the present case the source of infection could not be determined. I "De la diphth6rie chez les enfants nouveau-n6s," These de Paris, 1877.
2 Archiv. f. Kinderheilk., Stuttg., 1892 , xiv, p. 129. 3 Wien. klin. Woch., 1897 A Case of Purpura Fulminans. By J. D. ROLLESTON, M.D., and T. MCCRIRICK, M.B.
A BOY, aged 6 years, with no family history of purpura or bleeding, was admitted to the Grove Fever Hospital at 10.30 p.m. on January 14, 1910, certified as suffering from haemorrhagic diphtheria. There had been a history of sore throat, headache, and vomiting ten days before admission. No cultures of the throat had been taken and no antitoxin had been given. Between 4.30 p.m. and 5 p.m. on the day of admission his mother had first observed a large bruise on the right thigh. On admission, an extensive blackish-red ecchymosis was seen on the outer side of the right thigh, and there was a similar lesion on the right buttock. The fauces were normal, but there were numerous carious teeth with pus exuding from the sockets. The right submaxillary lymph-glands were enlarged and tender. There was some indefinite desquamation on the trunk. Temperature 100,40 F. During the night and following day the ecchymosis rapidly spread so as to occupy the distribution represented in the photograph taken shortly before death, which occurred at 3.30 p.m. on January 15-less than twenty-four hours after the first appearance of purpura. Apart from a small area over the left elbow, the lesions were confined to the lower limbs. They were markedly tender to the touch, and were accompanied by cedema of the feet and legs.
Death was preceded by extreme anemia, vomiting, restlessness, and a subnormal temperature. The mind remained clear until the end. No hoemorrhages from any mucous membranes occurred. The vomit consisted of green fluid, and a stool passed a few hours before death was of normal colour and consistency. The urine contained a trace of albumin, but no blood.
Dr. J. D. Rolleston said that this case exactly corresponded to Henoch's description' of purpura fulminans in the extreme rapidity of the ecchymosis formation, the entire absence of hawmorrhages from the mucous membranes or in the internal organs, and in its rapidly fatal course. As in Henoch's original cases, nothing was to be found at the autopsy beyond marked anaemia of all the organs, including the brain and suprarenals, haemorrhage into which had been noted in some cases of . purpura. Microscopical sections of the liver and kidneys were made by Dr. McCririck and examined by Dr. H. D. Rolleston, who could find practically no morbid change in them. Elliott,2 of Chicago, had recently collected 56 cases of purpura fulminans, including a personal case; but of these, 18 had hemorrhages from the mucous membranes, 9 of the 20 on whom an autopsy was performed showed haomorrhages in the viscera, and 4 recovered, so that comparatively few, like the present case, corresponded to Henoch's original description. The average duration of the 52 fatal cases, according to Elliott, was 52j hours after the first appearance of purpura; 19, like the present case, died within 24 hours. Had this boy survived longer he would probably have developed gangrene or I Berl. klin. Woch., 1887, xxiv, p. 8. 2 Archives of Intern. Med., Chicago, iii, 1909, p. 193. hemorrhagic bullm in the lesions, as occurred in several of the cases recorded.
Sixteen of the cases published had followed scarlet fever (besides the eleven mentioned by Elliott were those of Rice-Oxley,' Biss,2 Cullen,3
Miller,4 and Bertling5). As in one of Henoch's cases, the pre-existence of scarlet fever in the present case was possible, but not certain. In favour of scarlet fever were the suggestive history, the desquamation, the submaxillary adenitis which often occurs in convalescence from scarlet fever and was noted in many of the cases, and the isolation of a streptococcus from the heart's blood which, according to Dr. McCririck, presented the following characters of the Streptococcus scarlatinwe: well-formed chains, much acid formnation, and marked curdling of litmus milk, and no turbidity in broth or gelatine at 370 C. In any case, it is highly probable that the condition of oral sepsis contributed to the development of purpura.
The diagnosis of haemorrhagic diphtheria might be unhesitatingly rejected. In the first place, the throat cultures showed no diphtheria bacilli. Secondly, apart from the very rare cases of purpura occurring in convalescence, skin ha3morrhages in diphtheria always occur during the acute stage of a severe attack, and are associated with other signs of malignancy, such as extensive membrane, faucial and palatal cedema, disproportionate adenopathy and faetor, none of which were present in this case. Lastly, the distribution and size of the skin lesions were quite unlike those seen in hemorrhagic diphtheria, in which they are almost invariably small and discrete.6
The possibility of the case being one of hmorrhagic smallpox, which Henoch mentions only to dismiss, may also be rejected. The boy had four giod -vaccination cicatrices, and the character of the onset, attendant symptoms, and distribution of the lesions, as well as the absence of any exposure to infection, entirely negatived such a diagnosis.
Photographs of halmorrhagic diphtheria and haemorrhagic smallpox were then shown.
Blood examination by Dr. McCririck: Haemoglobin, 50 per cent.; Lancet, 1900 , ii, p. 485. 2 Lancet, 1902 , ii, p. 286. 3 Brit. Med. Journ., 1903 , i, p. 197. 4 Lancet, 1905 , i, p. 929. s Journ. Amer. Med. Assoc., Chicago, 1909 red cells, 1,780,000; colour index, 1P4; numerous microcytes; no normoblasts nor poikilocytes; white cells, 57,600. Differential count (1000 cells counted): Polymorphonuclears, 634 per cent.; small lymphocytes, 26,8 per cent.; large mononuclears, 2'5 per cent.; eosinophiles, 1 per cent.; myelocytes, one of which was eosinophilic, 6'3 per cent.; mastcells, nil. The blood-platelets were not increased. The serum was markedly hmemolytic to normal human corpuscles in twelve hours in 1 in 50 dilution. Streptococco-opsonic index, 2'31. At the autopsy the blood was found to be remarkably fluid and to show no tendency whatever to clot. THE patient was a boy, C. G., aged 4 years and 9 months. He was admitted into St. Thomas's Hospital on July 24, 1909, and died on August 22. From birth he had been liable every few months to attacks of vomiting associated with epigastric pain. These would come on suddenly and would last for about twenty-four hours, the vomiting being repeated several times in the day. He was mluch exhausted by the attacks, and would be kept in bed for a few days after one. The mother described him as a nervous child. The bowels were rather constipated and the stools frequently contained mucus. At the age of 2' years he had measles with bronchitis. The mother has one other child, a girl aged 9 years, who is in good health.
HISTORY OF FINAL ILLNESS.
On the evening of July 22 the child complained of epigastric pain and began to vomit, six or eight times daily. The colour of the vomited material was yellow until July 24, when it became coffee coloured. The bowels had been regular up to July 21, but from that date constipation was present. They were opened by enema on July 24.
On admission to hospital on July 24 the child was emaciated, pale, and in a state of collapse, with sunken eyes and feeble pulse. He frequently vomited small quantities of coffee-ground material. 'His
